We enclose edited portions of a letter from the Organization of Neonatal Training Program Directors (ONTPD) to Dr Nasca and the Accreditation Council of Graduate Medical Education (ACGME) regarding the release of the new ACGME Proposed Standards. We would like to share this with the Neonatology community at large. We agree that the overarching concerns of ACGME and all of us who are involved with physician training should include the issues of patient safety, acquisition of medical knowledge and clinical skills by those in training, and scholarly activity as required for completion of training. However, we have several concerns with the new ACGME recommendations related to subspecialty training in the areas of (1) duty hours, specifically regarding the distinction between residents and those in subspecialty training, particularly related to the requirements for academic pursuits, and (2) on-call frequency.
The new ACGME Proposed Standards essentially address interns and residents, and include no response to our concerns 1 about how changes in duty hours may affect subspecialty trainees or fellows.
We have the same concerns about the new ACGME recommendations as we had about the IOM recommendations: 'The ACGME and American Board of Pediatrics requirements for scholarly activity also require them to have increased opportunities to teach and supervise junior trainees, and to become knowledgeable in research. From a practical standpoint, the role of the fellow more closely resembles the role of the attending subspecialty physician than it does with residents. However, the inflexibility of the current and proposed duty hour restrictions conflicts with the unique educational needs of the subspecialty fellow. Duty hour restrictions have been imposed on all levels of training, making it increasingly difficult to support the scholarly mission and foster the development of autonomy in subspecialty trainees. Despite a body of literature on the impact of the current ACGME regulations on residency training, there are no data on the impact of duty hour limitations on the training of pediatric subspecialty fellows. It is our opinion that subspecialty fellows, owing to their increased age and maturity, as well as experience from previous residency training, should be allowed to manage their duty hours with more autonomy than more junior trainees. 1 First, we request that fellows be allowed to perform 'academic pursuits', such as research, attending conferences, reading, writing, participation in group meetings, quality improvement and patient safety projects, and core curriculum activities, that is, non-direct patient care activities both within the duty hour limits, as they normally would, but also occasionally beyond these limits, if they wish. These academic responsibilities are not relevant with regard to the concern of patient safety, and thus should be considered differently for duty hours and call frequency. This would apply to the following sections: VI.G.1. maximum hours of work per week; VI.G.3. mandatory time free of duty; VI.G.4. maximum duty period length; and VI.G.5. minimum time off between scheduled duty periods.
Second, we do not agree with the new requirement that the every third night call not be averaged (VI.G.7. maximum inhospital on-call frequency). This is a change that many fellows also oppose. We oppose this for two reasons: (1) allowing for academic pursuits and (2) juggling personal and professional endeavors. Subspecialty trainees occasionally choose to 'stack calls' to fulfill responsibilities needing several consecutive days of work, such as attendance and participation at the Pediatric Academic Societies meeting, laboratory experiments or clinical research. Subspecialty trainees occasionally choose or need to 'stack calls' to allow for vacations, holidays, family emergencies, sick time or personal life style choices. Subspecialty trainees are older, and thus more likely to have families and other needs outside of the program. We understand this has the potential for abuse, but almost all subspecialty training programs average much less frequent than every third night call.
In addition to our major concerns noted above, we do agree with many of the 2010 ACGME Proposed Standards, and have some suggestions regarding the Moonlighting section. In particular, we agree with the section on Moonlighting (VI.G.2.) but suggest the following changes: (1) a statement be added that says that moonlighting may not be mandated by the program and must be voluntary; and (2) the eliminated statement (lines 822 to 823) 'Moonlighting must not interfere with residents' ability to achieve the goals and objectives of the educational program' be replaced by a sentence in the Moonlighting section itself (VI.G.2.) to reinforce the unchanged lines 132 to 134 regarding monitoring of hours: 'Residents must receive permission from their program director to moonlight, and resident performance will be monitored to ensure 3 that moonlighting does not interfere with the resident's ability to achieve the goals and objectives of the educational program. ' We appreciate the efforts of ACGME to solicit comments and input from all those involved in resident and fellow education in an effort to improve patient care and physician training in the United States. Subspecialty trainees, as board-certified pediatricians pursuing a higher level of training, should be able to make more decisions for themselves.
(Original letter signed by Luc P Brion and Rita M Ryan on behalf of the ONTPD Council)
In response to the case report of allergic enterocolitis in a preterm neonate: how prevalent is systemic eosinophilia with NEC?
Journal of Perinatology (2011) 31, 297-298; doi:10.1038/jp. 2010.192 While investigating the factors associated with mortality in neonates with necrotizing enterocolitis (NEC), we noted with interest the case report by Srinivasan et al. 1 describing episodic allergic enteritis in a preterm infant associated with corresponding elevated eosinophil counts. To our knowledge, eosinophils in stool remain the hallmark of allergic enterocolitis, but we were intrigued with the idea that systemic eosinophil elevation might be a reliable finding for this disease entity in preterm infants. Because we were working with a large dataset (Pediatrix Clinical Data Warehouse) consisting of predominantly preterm infants, we wondered if eosinophilia might reliably correlate with allergic enterocolitis and thus, if used as a surrogate identifier, whether or not it might identify a subset of NEC consistent with that diagnosis. To that end, we separated our population of NEC patients into all those with available eosinophil counts at time of NEC diagnosis <10% or X10%. Our results can be seen in the following Table 1 .
